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By LEWIS S. PILCHER, M.D., 

OF BROOKLYN'. 

SURGEON TO THE MF'THODiST EPISCOPAL HOSP1TAI- 

I n this communication I desire to speak only of the more ag¬ 
gravated forms of hmmorrhoidal degeneration, cases in 
which a considerable portion, or the whole of the circumfer¬ 
ence of the anal portion of the rectum has become so diseased 
that a vascular tumor of considerable size has been formed. In 
these cases the surgeon has to do no longer with a simple var¬ 
icose condition of the hatmorrhoidal veins, nor with a fairly well 
defined and circumscribed polypoid hypertrophy of the vessels 
and submucous connective tissues, but with a true angeioma, 
which, although on its surface it may be more or less lobulated, 
in its deeper portion is formed by a continuous network of di¬ 
lated vessels or cavernous spaces bound together by a varying 
amount of connective tissue. 

The arterial supply of these tumors is very free: they are 
fed by the terminal twigs of the middle hmmorrhoidal artery 
which descend to them almost vertically in the submucous coat 
of the rectum; these arterioles display the same tendency to 
enlarge which is seen with vascular tumors in other parts of 
the body, and the result is that in the worst cases a dozen or 
more dilated arterioles of sufficient size to demand ligation 
may be met with by the surgeon in the course of an attempt to 
remove the tumor. The pulsation of these may often be felt 
beforehand by the finger introduced into the rectum above the 
growth. 

A certain quality of erectility is manifested by these tumors, 
in common with the more frequent and less aggravated forms 
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of haemorrhoids, so that their bulk may vary considerably 
within certain limits according as they are more or less dis¬ 
tended with blood. 

These tumors always have a history of many years’ develop¬ 
ment; not every' case of neglected piles will develop into such 
a condition, but wherever this condition does develop there 
has preceded it a long history of piles that have become more 
and more aggravated with the lapse of years. In the six cases 
upon which this study' is based, the patient’s were all in the 
prime of life, between 30 and 40 y'ears, and in all but one their 
hamiorrhoidal troubles dated back to their early y'outh. This 
latter fact would indicate an original inherent developmental 
defect in the vascular network at the lower end of the rectum 
in each case as having been an important element in bringing 
about the ultimate extreme diseased condition. With one ex¬ 
ception these patients were all persons of intelligence and edu¬ 
cation, careful of their person, not given to excess of any kind 
and watchful to guard against anything that would tend to ag¬ 
gravate their condition, two were ladies of refinement and cul¬ 
ture, two were clergymen, one was a printer and one was a 
laborer. These facts I mention simply from the corroboration 
which they give to the probability of the existence of primary 
developmental defect as a predisposing cause of these extensive 
tumors 

Associated with the angeioma proper will always be found 
more or less cedema and relaxation of the adjacent mucous 
membrane which go to swell the bulk of the tumor and predis¬ 
pose to its ready eversion through the anus. The sphincters 
become chronically stretched and weakened, a circumstance 
which has both its advantages and disadvantages. It lessens 
the suffering caused by' the eversion or coming down of the tu¬ 
mor, and makes it reposition more easy, but it also aggravates 
the infirmity of the patient since the tumor is no longer secure¬ 
ly kept up after it is replaced but quickly comes down when¬ 
ever the patient stands for any length of time or makes any 
straining efforts at the anus or there is any abdominal pressure 
as in coughing or sneezing. This weakness of the sphincter 
must also be remembered in forming a prognosis as to the re¬ 
sults of operations for the relief of these tumors, for a consid- 
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able lack- of power upon the part of the sphincters may still 
remain after the angeioma has been removed, causing some in¬ 
continence and favoring some prolapse of the rectum. 

The area of the rectal mucous membrane which is the sub¬ 
ject of thisangeiomatous degeneration does not extend upwards 
very far. From an inch to an inch an a half will be found to be 
its usual limit. The tumor is a superficial one, involving only 
the mucous surface and the submucous connective tissue, so 
that it may readily be enucleated from the sphincters. This 
enucleation is not likely to be complicated by haemorrhage for 
the reason that both the afferent and efferent vessels enter or 
leave the tumor at its upper margin and are confined to the 
submucous connective tissue coat in which they run. 

The size which these tumors may attain is considerable; in 
one of my cases the mass that was rolled out of the anus by 
the patient at the word of command was equal to that of a good 
sized apple, somewhat flattened. In its turgid state, darkly 
livid in hue, with a fissured lobluated surface covered by 
bloody mucus, it presented an appearance that might have 
easily excited fears that it was a malignant growth. The 
patient, worn out by years of suffering and dribbling haemor¬ 
rhage, presented a cachectic look that would have tallied well 
with such a diagnosis. 

During the past eighteen months six cases have claimed my 
care which properly came within the class of aggravated haem¬ 
orrhoids, or haemorrhoidal angeiomata, which I have so briefiy 
and inadequately described. I submitted them all to excision 
after the method of Whitehead. It is to the merits of this op¬ 
eration in such cases that I desire to devote the remainder of 
this communication. 

In the treatment of ordinary haemorrhoids in the various de¬ 
grees and conditions that they are met with, I have at times 
had occasion to resort to different devices, finding conditions 
that I believe are best controlled now by simple dilatation of 
the sphincter, now by injections of carbolic acid, now by the 
actual or potential cautery, now by the clamp and cautery, and 
now by the ligature. It is not infrequent that in the same case 
I resort during the same sitting to several of these measures. The 
only one of these methods that would commend itself to me as 
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desirable to be used in removing the more aggravated himor- 
rhoida! tumors now under discussion i- possibly the clamp 
and cautery. The objection to the clamp and cautery is that 
it necessitates some subsequent sloughing and granulation, and 
in the extensive removal of tissue required in these case might 
be followed by an undesirable amount of cicatricial contraction. 
Portions of the angeiomatous tissue would not be included in 
the clamp, and their subsequent obliteration by inflammatory 
fibrous hyperplasia would be uncertain. 

The feasibility of removing hatmorrhoidal tumors en iiutsst' 
by the knife was first demonstrated on a large scale by Mr. 
Whitehead, of Manchester, England, who reported to the 
British Medical Association in August, 1SS6, that he had, up 
to that time, beginning in 1S76, operated in this manner upon 
more than three hundred patients without a death, a single 
instance of secondary hmmorrhage, or one case where any 
complication, such as ulceration, abscess, stricture or incon¬ 
tinence of fmces had occurred; and further that, to the best of 
his knowledge, every patient had been completely and per¬ 
manently cured. His method of operating included amcs- 
thesia, the lithotomy position, preliminary thorough stretching 
of the sphincters, division of the mucous membrane around the 
entire circumference of the bowel at its junction with the skin, 
exposure of the external sphincter, detachment of the pile 
bearing membrane from the sphincters by scissors and fingers 
until healthy mucous membrane is reached, pulling down of 
the separated membrane and haemorrhoids, and cutting it away 
by cross incision, with suture of the free margin of the severed 
membrane, as last as divided, to the free margin of the skin 
below, bleeding vessels being twisted as they were divided 
during the operation. 

In January, 1887, Lange, of New York, reported a number 
of cases in which he had done a similar operation, the tech¬ 
nique differing chiefly in that he inserted a row of buried cat¬ 
gut sutures between the base of the external flap and that of 
the separated mucous membrane, avoiding the sphincter and 
taking care not to penetrate into the rectum. These sutures 
occluded most of the vessels supplying the lucmorrhoidal 
region, lessening the trouble from haemorrhage when the final 
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ablation of the tumor was done. The pile-bearing portion was 
then cut away and the free margins of the severed mucous 
membrane and the skin were sutured together. Lange speaks 
highly of the rapidity and completeness of the healing process 
and the comfort of the patient secured by his method of 
operating. 

In i$8S, and again in 1SS9, Marcy, of Boston, published 
papers claiming a long series of cases in which he had removed 
hxmorrhoids by excision with excellent results. His technique 
resembles that of Lange, differing chiefly in that he surrounded 
the separated pile-bearing membrane at its base by a line ot 
deep double continuous animal sutures applied after the man¬ 
ner of a shoemaker’s stitch with a needle pierced with an eye 
near its point. By drawing this line of sutures sufficiently 
close, but not closely enough to produce necrosis of the en¬ 
closed parts, the blood vessels are occluded and there is no 
haemorrhage when the membrane is cut away. 

Weir, of New York, has also reported a series of cases in 
which he has followed the method of Whitehead in excising 
hemorrhoids, and gives preference to it, in suitable cases, over 
other methods. 

On the other hand Kelsey, of New York, has severely criti¬ 
cised the operation of Whitehead, pronouncing it “naturally 
difficult, tedious and bloody,” and claiming that the results 
obtainable by the clamp and cautery were equally good, and 
obtainable by an operative procedure more simple and ready 
in execution. 

From my own experience I have nothing new to add to the 
technique; I have worked on the lines laid down by White- 
head; the various steps of the operation I have found to be 
comparatively easy of execution, but taking much more time 
than the enthusiastic representations of the Manchester sur¬ 
geon would have led one to expect. Some of this prolongation 
of the operation is due of course to the natural inexpertness of 
one who is new to the operation; some is due to the aggravated 
character of the cases with which I have had to do. Most of 
the time is used in securing haemostasis and to have to apply 
a ligature to twelve or more arterioles in a case has been my 
usual experience. There has been no special trouble or diffi- 
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culty about any part of the work, it has been simply time con¬ 
suming. I have not tried the deep sutures of Lange, nor the 
buried shoemaker’s stitch of Marcy. I shall, I think, test them 
in future cases with a view to their value in controlling bleed¬ 
ing, and shortening the time required for the operation. 

The results, however, have been all that the most enthusi¬ 
astic partisan of the operation could have claimed for it. A 
perfectly healthy outlet to the rectum, as far as the mucous 
membrane is concerned, has been secured to all my patients. 
The contractile powers of the sphincters in the worst cases, 
long weakened by constant distension, has, of course, de¬ 
manded time for its restoration. In only one case, at the end 
of a year, is there still some lack of power in the sphincteric 
grip to wholly control the escape of gas or fluids, but in this 
case the improvement in the general condition of the parts, 
and the resulting comfort, is so great that the slight infirmity 
that still persists is regarded as insignificant. 

The certainty, the absoluteness and the perfection of the 
cure are the points which have struck me as most clearly dem¬ 
onstrated in the few cases which I report. The procedure is 
an ideal one surgically inasmuch as it combines immediate 
and radical removal of all diseased tissue, with immediate 
closure of the wound and subsequent union by first intention. 
I cannot think, however, that it can be called an operation 
easy of performance—I should say that it was an operation 
not to be lightly undertaken by one not accustomed to deli¬ 
cate operative manipulations, or without the presence of good 
assistants, good light, and appropriate instruments. Doubt¬ 
less, as in the hands of the eminent surgeon who has intro¬ 
duced the operation, natural manipulative aptitude, extensive 
general surgical training and the special skill resulting from 
the repetition of the operation hundreds of times, would re¬ 
duce the difficulties of this operation to a minimum and ren¬ 
der it neither tedious nor bloody. It is not, however what the 
operation would be in the hands of such an operator that is to 
be considered, but rather what it would be found to be by the 
operator of average experience and opportunities. My judg¬ 
ment is that in the hands of the latter operator, the operation 
in aggravated and extensive piles would be found to often 
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justify the opinion of Kelsey, already referred to, that it is 
“naturally difficult, tedious and bloody.” It ought to be 
ranked as a major operation. Especially ought it to be ven¬ 
tured upon with caution in the case of patients who are very 
weak and unfit to be subjected to a prolonged operation, or 
in whom by reason of renal or pulmonary disease prolonged 
anmsthesia would be dangerous. The operation is one which 
appeals much more to the operative bent of the general sur¬ 
geon than to that of the rectal specialist, and I am not surprised 
that by the latter class of practitioners it is almost universally 
condemned. To one, however, who is accustomed to dealing 
with vascular tissues, to whom the haemostatic forceps and the 
ligature are ready and frequent servitors, to whom the preser¬ 
vation of cut surfaces from septic contamination is a thing of 
easy routine, by whom the coaptation of cut surfaces, subse¬ 
quent primary union, the avoidance of tissue necrosis and the 
limitation of suppuration are always eagerly sought for, to such 
the technical difficulties inherent in the ablation of haemor- 
rhoidal tumors after the method of Whitehead will seem trivial 
obstacles beside the ideal perfection of the results to be gained. 
My judgment is that the operation is based on sound surgical 
principles and that it is a valuable and permanent addition to 
operative surgery. The frequency with which it will be re¬ 
sorted to will depend much on the individual surgeon; it will 
be more frequently employed by surgeons who are doing 
much general operative work, and I think that I can see in its 
results qualities that will cause it to be more frequently re¬ 
sorted to, as multiplied experience brings to the operator in¬ 
creased skill. 

Certain cautions, however, require to be noted before dis¬ 
missing this subject. First, I can see how that an operator 
may readily so injure the sphincter that permanent fmcal in¬ 
continence may result. It is by no means an easy thing to 
always recognize at once the muscular fibres of the sphincter 
in the first stage of the dissection. This will be the case 
more especially in the instances of aggravated disease, when 
the tumor is large and the sphincter flabby, and the additional 
preliminary stretching at the time of the operation has entirely 
relaxed it. Unless great care is taken to identify the struc- 
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tures exposed by the prjmary incision, and to keep clearly to 
the inside of the muscle, the operator may find that he has in¬ 
cluded a part or the whole of it in the mass which he is 
enucleating; even though he may perceive his error before 
going very far he may yet have divided important nerve fibrils 
the section of which may entail permanent loss of power in the 
muscle. The first steps in the operation, therefore, should be 
characterized by great care in the identification and avoidance 
of the sphincter; when the muscle has been clearly identified 
and drawn aside at a given point, the further enucleation may 
be done with expedition and without danger to it. 

A second caution is to be observed from the side of the tu¬ 
mor. If care is not taken to hug closely the surface of the 
muscle, and thus to keep outside of the vascular tissue of the 
tumor proper, the process of enucleation will be less readily 
and speedily accomplished, and will be attended with an un¬ 
necessary amount of venous hatmorrhage. When, however, 
the sound tissues beyond the tumor have once been reached 
at any point, the further enucleation may be readily and safely 
accomplished by pursuing the enucleation circularly around the 
bowel from this point, and working downward to the anal 
margin. It is important also that the dissection shall be 
pushed upward, well beyond the diseased portion at all points, 
so that the final transverse section of the bowel, when the tu¬ 
mor is cut away, shall be made through healthy mucous mem¬ 
brane. If this precaution is not taken, the difficulties in ob¬ 
taining final haemostasis will be much increased. No hesita¬ 
tion need be felt in advancing upward with the dissection as 
far as may be necessary to find the healthy bowel, lest diffi¬ 
culty should be met with in bringing down the cut end of the 
bowel and suturing it to the skin. In the aggravated cases, 
now under consideration, there is always present much relax¬ 
ation of the rectal walls above the tumor, with tendency to 
prolapse, and considerable retrenchment of this relaxed mem¬ 
brane is of advantage to have coupled with the removal of 
the tumor proper in order to secure the most perfect result. 
On the other hand none of the skin at the anal margin should 
be cut away, however redundant it may scent to be at the time. 
When the suturing of the intestine to the skin has been com- 
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pletcd, the line of sutures will be at that time well outside the 
anus, but as time passes the rectal walls regain tonicity and 
retract upward somewhat, the sphincters regain their power of 
contraction and close the anal orifice, drawing in the skin 
which has become adherent to the surface of the external 
muscle, until finally the suture line will be found to have dis¬ 
appeared within the anus, and a well marked integumentary 
funnel leading up to it will have been formed. In anticipa¬ 
tion of this, therefore, no cutting away of integument should 
be done. 

Another requisite for the most perfect result is that the re¬ 
trenchment of the rectum shall be equal on all sides. In one 
of the earlier cases upon which I operated, after sufficient time 
had elapsed to bring about the definitive retraction and other 
changes described above, 1 found that upon one side the in¬ 
tegument was not drawn up as far as on the other, but that, 
on the contrary, the mucous membrane here, for a limited 
space, remained drawn down below the margin of the sphinc¬ 
ter. I had a veritable ectropion ani. This marred the per¬ 
fection of the result. I'or a time I was not able to explain the 
reason of this satisfactorily to myself, and naturally looked 
upon it as a result due in some way to the operation, or to some 
peculiarity of the patient. I have since learned that it was 
due to neither, but rather to a fault in the way this particular 
operation was done. In cutting away the diseased tissue, al¬ 
though I had gone through healthy tissue in my incision, I 
had, nevertheless, followed closely the line of demarcation be¬ 
tween it and the diseased tissue, and inasmuch as the extent of 
the membrane involved in the disease had not been alike at 
all parts, I had cut away less on one side than on the other. 
Hence the lack of balance of the two sides, the unilateral su¬ 
perabundance of the mucous membrane, the ectropion. In 
one other case, operated before my attention had been awak¬ 
ened to this possible defect, I found a similar lack of balance 
to exist when my suturing was completed. I saw then at once 
the difficulty, and, without ado, proceeded to cut my sutures 
and remove more of the mucous membrane where it was too 
abundant. The final result was perfect. 

Recapitulation. —1. In the more aggravated forms of 
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haemorrhoidal disease the surgeon has to do with a veritable 
angeioma, sometimes involving the whole circumference of 
the anal end of the rectum. 

2. The anatomical relations of this vascular tumor are such 
as to render possible its enucleation and ablation without spe¬ 
cial hazard to life, and without involving especially difficult 
operative procedures. 

This has been demonstrated on a large scale by Mr. White- 
head, of Manchester, England, and is corroborated by the ex¬ 
perience of many other surgeons. 

3. The method of excision and suture is inherently a more 
desirable operation than other methods involving strangula¬ 
tion of tissue, ulcerative and suppurative processes. It is not, 
however, so easy or so quick of performance, and demands a 
greater degree of technical skill and experience for its safe 
employment. 

4. The best final results from the operation can only be 
obtained by avoiding injury to the sphincter muscle, or to its 
nerves; by the preservation of all the integument at the verge 
of the anus, and by the even circular discission of the rectal 
mucous membrane above the growth. 

Conclusion'. —The operation of excision, though, in the 
more aggravated cises of Iuemorrhoidal tumors, often tedious 
and bloody, presents no difficulties not under the easy control 
of ordinary surgical skill; its results are superior to those ob¬ 
tainable by any other means; it is, therefore, an operation to 
be commended and to be accepted as a permanent addition to 
the art of surgery. 



